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a b s t r a c t
A previously healthy 33 year old lady presented with acute dysphagia with endoscopic and CT fea-
tures of oesophageal carcinoma. Endoscopic ultrasound (EUS) revealed a large subcarinal lymph nodeccepted 5 October 2010
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compressing at the mid-oesophagus. Fine-needle aspiration (FNA) showed a single well-formed epithe-
lioid granuloma with no evidence of malignancy. Molecular analysis showed the aspirate to be positive
for Mycobacterium tuberculosis. She continues to improve with standard anti-TB medication without
surgery.
This is a rare case of acute dysphagia secondary to primary tuberculousmediastinal lymphadenopathy.
etely
© 2
ine-needle aspiration
uberculous lymphadenopathy
EUS and FNA have compl
. Introduction
Oesophageal cancer and TB mediastinal lymphadenopathy can
resent in very similar way, however, their treatments are com-
letely different. Our case report highlighted the importance
f considering TB mediastinal lymphadenopathy as one of the
ifferential diagnosis when dealing with patients present with
ymptoms of oesophageal cancer. Use of endoscopic ultrasound
EUS) andﬁne-needle aspiration (FNA) canprovide important diag-
ostic information when there is clinical doubt.
. Case presentation
A 33 year-old female presentedwith a two-week history of pro-
ressive dysphagia. She denied other symptoms such as cough,
ever, haematemesis, weight loss or night sweats. She had never
moked tobacco and reported no signiﬁcant past medical history.
hysical examination was unremarkable. Routine blood tests and
hest X-ray were normal.AnupperGI endoscopywasperformedand this identiﬁeda large
ubmucosal oesophageal mass measured 25 cm from the incisors
Fig. 1). The mass was soft on probing with forceps and demon-
trated normal overlying mucosa. The lesion was not biopsied.
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Further investigation by CT thorax also identiﬁed a mass in the
mid-oesophagus region, measuring 4 cm×2 cm (Figs. 2 and 3). The
appearances were reported as suggestive of an oesophageal car-
cinoma. No additional lung lesions were seen. The patient was
counseled to undergo surgery.
The patient attended our department for a second opinion and
an endoscopic ultrasound (EUS) was arranged to further evalu-
ate the lesion. EUS identiﬁed a 46mm×23mm heterogeneous
mass located in the subcarinal window (Fig. 4). The lesion was
interpreted as a lymph node mass causing extrinsic compres-
sion of the oesophagus. EUS-directed ﬁne-needle aspiration (FNA)
was performed with a 19-gauge Echotip® needle (Cook Medi-
cal, Winston-Salem, NC) through an Olympus GF-UCT240 linear
echoendoscope with Aloka Alpha-5 processor. Cytological exam-
ination of the aspirate revealed lymphocytes and purulent exudate
as well as a single well-formed epithelioid granuloma (Fig. 4).
There was no evidence of malignancy. No acid-fast bacilli were
seen on Ziehl–Neelsen stain, however, molecular analysis (AMPLI-
FIEDMTD® Test, Gen-Probe Inc., San Diego, CA) conﬁrmed that the
aspirate was positive for Mycobacterium tuberculosis.
The patient was subsequently commenced on anti-tuberculous
treatment with isoniazid, rifampicin, pyrazinamide and etham-
butol. Her condition continues to improve without surgical
intervention.
Open access under CC BY-NC-ND license.3. Discussion
Tuberculosis is a systemic disease with multiple clinical man-
ifestations; however, the oesophagus is not commonly affected
and dysphagia is rarely reported. The rarity of primary tuberculo-
cense.
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mediastinal–oesophageal ﬁstulae complicating EUS-guided FNA of
9ig. 1. Endoscopic viewof large submucosal oesophagealmass, 25 cm from incisors.
is of the oesophagus may be attributed to oesophageal protective
echanisms, such as rapid transit and peristalsis as well as natural
efense of squamous epithelium and swallowed saliva.1
Tuberculosis of the oesophagus may result in the development
f mucosal ulceration, which may be complicated in the formation
f a tracheo-oesophageal ﬁstula.2 If left untreated, deathmay result
romprogressive obstruction of the oesophagus or frompulmonary
omplications. Oesophageal tuberculosis is usually associatedwith
ediastinal lymphadenopathy although extrinsic compression of
he oesophagus by mediastinal or cervical lymph nodes resulting
n dysphagia is rare.3
The main differential diagnoses in the present case were
esophageal carcinoma, gastrointestinal stromal tumour (GIST),
eiomyoma, lipoma, or Crohn’s disease. This case reminds the
linician to consider oesophageal tuberculosis as a cause of dys-
hagia particularly among patients in high-risk groups (such as
IV-infected) or individuals from endemic regions.
Figs. 2 and 3. CT thorax showed big, irregular mediastinal mass attached to thFig. 4. Endoscopic ultrasound showed46mm×23mmheterogeneousmass located
in the subcarinal window.
In the present case, EUS (with FNA) was a key investigation
that leads to a complete change in the clinical management of this
patient. Endoscopic ultrasound has greater accuracy than CT and
contrast swallow for distinguishing between intrinsic and extrin-
sic lesions affecting the oesophagus.10 In addition, ﬁne-needle
aspiration may be simultaneously performed to allow cytologi-
cal and microbiological examination of the tissue. The sensitivity
and speciﬁcity of EUS-FNA at distinguishing benign from malig-
nant pathology is around 95–98%.6 EUS-guided FNA is generally
a safe technique for the aspiration of lymph nodes and masses in
the mediastinum.4 However, complications, such as bleeding and
infection are reported in some studies. One group reported infec-
tion rates as high as 14% following aspiration of mediastinal cysts,
however, the incidence may be reduced with the use of prophylac-
tic antibiotics.5
Little is known about the efﬁcacy and safety of EUS-FNA
for the investigation of mediastinal TB. Two previous stud-
ies, which have described data from two and eight patients
respectively, did not report any complications following the
procedure.7,8 However, another group reported a case of multiplea mediastinal tuberculous mass.
In the management of uncomplicated primary tuberculous
lymphadenopathy causing dysphagia, the maintenance of good
nutritional status and standard anti-tuberculous medications are
e oesophagus, which was reported as suggestive of oesophageal cancer.
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ffective in most patients. Surgical intervention is best reserved
or patients who develop complications, such as ﬁstulae. EUS-FNA
s a safe and clinically useful investigation for the assessment of
esophageal and mediastinal lesions and in the diagnosis of tuber-
ulous lymphadenopathy.
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